The urological resectoscope was used over three years for 27 transanal operations in 12 patients. The procedure was quick, safe and effective. Haemorrhage was not a problem, and histology was obtained in every case. It seemed to be the treatment of choice for low anastomotic strictures in the rectum (two cases) and for palliation of inoperable low carcinomas (three cases). Its use for villous adenomas (six cases) both alone and as an adjunct to open surgery is discussed in detail.-
Introduction
Over many years surgeons have reported attempts to ablate rectal lesions by transanal cautery or diathermy (in air). In 1979 Zinken, et al.' were the first to describe the use of the urological resectoscope for this purpose (resecting under fluid). They reported six cases of carcinoma of the lower rectum where definitive surgery was inappropriate due to distant metastases or concomitant severe non-malignant disease. The resectoscope was used to palliate the rectal lesion by carving a channel to permit natural defaecation for the short period remaining until the systemic disease proved fatal.
Weese and Bruskewictz? made a more detailed presentation of 10 cases of such palliation of rectal carcinomas. They were cautious, and preferred only to resect half the circumference of the tumour at the first operation. They then inserted a sigmoidoscope and fulgurated the tumour base in air before applying transanal dressings. One patient had to return rapidly to the operating theatre to arrest severe haemorrhage, but for the remainder, palliation was effective, rapid and relatively long-lasting.
A miscellaneous collection of some 12 cases using this technique is presented here.
Materials and methods
Two rectal washouts only on the eve of operation were used to prepare the bowel. Operations were carried out under standard inhalational anaesthesia without endotracheal intubation.
A standard 24F sheath Stortz Urologic Resectoscope with its 30°telescope was used, together with the standard percent glycine as the irrigating solution. 'Cutting' and 'coagulating' currents were administered via the two floor pedals. No special rectal occlusive bung was needed.
Antibiotic prophylaxis was provided by metronidazole 500 mg intravenously+cefuroxime 750 mg intravenously at induction followed by a second dose at 8h.
Resection was carried out in the standard radial fashion with coagulation of bleeding points as they Figure 1 ). From time-to-time irrigant fluid was drained out by removing the central telescope-cutter from the sheath which produced an effiuent containing chippings for histology. At the end ofthe procedure haemostasis was secured using both the loop and the small roller-ball electrodes.
A 26F balloon Foley catheter was inserted transanally and its balloon inflated with 30 ml tap water ( Figure 2 ). In females, a 12F urethral Foley catheter was also inserted. Both catheters were removed next day.
Results
Between 1985 and 1988 some 27 resections were carried out in 12 patients, all of which are presented: two anastomotic strictures, three carcinomas (with hepatic metastases), one angiodysplasia and six villous adenomas of rectum (Table 1) .
Resections all took from 10 to 20 min, no case exceeding this duration. No patient had significant postoperative haemorrhage, and no blood was transfused.
There was no postoperative fever or septicaemia except in one man where the initial dose of antibiotics had been omitted: he had a transient bacteriologically proven coliform septicaemia which responded rapidly to the standard antibiotics when supplied. The rectal catheter balloon was deflated next day, and the tube allowed to fall out. The urethral catheter (in females) was also removed once the rectal one had disengaged.
All 12 patients had bowel actions within three days and were then fit for discharge home, except where their systemic disease precluded this.
Representative histology was secured in all cases.
Most of the patients required more than one resection (see Table 1 ). Case 6 had a second resection of angiodysplasia in an attempt to cure it before it was realized that the area involved was too large. Case 9 had both an open excision of a villous adenoma and a subsequent resection to complete the extirpation at the edges of the scar. Case 10 had undergone an anterior resection by another surgeon with inadequate distal clearance. The villous adenoma had recurred at the anastomosis and is now controlled by repeated minor resections -the patient refusing further open surgery. Case 11 involved an attempt to control multiple adenomas in a long rectal stump after previous colectomy for polyposis coli. After four resections had failed to secure control, the stump was excised.
Discussion
The technique of transanal resection (TAR) falls somewhat inconveniently between the fields of the urologist and the proctologist. Consequently it may be used less frequently than it deserves.
To a reasonably skilled exponent of transurethral resection of the prostate (TURP), the TAR is substantially easier. Rectal lesions are much less vascular than prostatic ones, so bleeding is far less of a problem. The irrigation fluid washes back into the colon which has a larger capacity than the bladder. As a result there is far less need for the repeated emptying manoeuvres which accompany TURP. At the end of the operation good haemostasis can easily be achieved so that the irrigating fluid runs back a very pale rose colour. Use of the balloon Foley catheter secures direct tamponade of the cut surface while permitting retained fluid and flatus to pass out down its lumen.
We have found that in females the presence of a rectal catheter connected to a bag has caused some problems on the ward with patients asking to pass urine, but being told that this was unnecessary since they already had a catheter. We now use a urethral catheter in women in addition to the rectal catheter to prevent such confusion.
Clearly it is important to cover the TAR with prophylactic antibiotics since, in the only patient where this was omitted, a brisk coliform septicaemia resulted, cut short by antibiotic therapy.
Treatment of anastomotic stenoses within reach of the instrument is particularly rewarding. Unlike bouginage, no force is needed. One inserts the loop past the stricture and then merely resects it flat with the surrounding luminal wall. The pieces removed are available for histology, a significant advantage over balloon dilatation and over the use of the cutting sphincterotomy wire more usually used for incising the sphincter of Oddi". It seems to us that TAR may well become treatment of choice for this rare, but awkward, complication of lower rectal anastomosis.
Our technique provided excellent palliation of stenosing carcinomas of the middle and lower rectum where either definitive surgery or colostomy was inappropriate (all our three cases had hepatic metastases). The only proviso is that the tumour must not have already involved and inactivated the sphincter mechanism. In practice this means that the technique cannot be used for the really low cancers.
In cases 3 to 5 each resection took about 15 min and the patients were back to normal by the third day. All three patients died of their systemic disease having had normal bowel actions up to the end.
Use of the resectoscope to treat villous adenomas of the rectum is more contentious. We find it ideal for small adenomas in the middle and upper rectum (ie those that are difficult to reach from the anus). It is least useful for large flat tumours, but is also very useful as a 'tidy-up' procedure to treat any recurrence after open excision of the large tumours. Furthermore, in this situation it relieves the surgeon of the necessity of removing every last bit of villous tumour at the first operation (and with it excess parts of normal mucosa).
With these provisos, we have used TAR for villous adenoma in six patients. Their histology has been reasonably easy to interpret since the depth of tumour resected has seldom been more than the diameter of one loopful. Thus orientation has not been a great problem. It must be accepted that some chippings will be lost into the colon, and there is the theoretical risk that these might reimplant in the wound on their way out again.
Our present plan is to use open transanal operation to resect large villous adenomas. We then do repeated TARs to gain control of any recurrence/persistence. We also do TARs de novo to remove small lesions. After this the patient is transferred to outpatient follow-up by flexible sigmoidoscopy with fulguration of the occasional small recurrence.
It is our belief that transanal resection using the standard urological resectoscope has a small but 
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